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Abstract 
Pelvic Organ Prolapse (POP) is a common disease and the surgical treatment ranges from traditional vaginal 
techniques to abdominal approach using mesh. We present a case of a woman with severe POP and with severe 
systemic disease treated with vaginal surgical approach under regional anesthesia. A 56-years-old woman 
presented to our hospital with a POP.  The patient had HIV infection and chronic hepatitis C with liver fibrosis. 
She had a previous STEMI and a subsequent NSTEMI. The surgery performed was vaginal hysterectomy with 
bilateral salpingo-oophorectomy, anterior and posterior vaginal repair, right sacrospinous ligament fixation, 
under regional anesthesia. Prevalence of POP ranges from 10% to 24% and vaginal correction of defects is a 
common procedure, but Cochrane review stated that abdominal mesh surgery should be considered the gold 
standard for the treatment  but this surgery needs general anesthesia. Because the recurrence of prolapse after 
vaginal hysterectomy and sacrospinous ligament fixation occured in approximately 25%, this technique could be 
useful in patients with systemic disease under regional anesthesia and a multidisciplinary approach is essential.  
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1. Introduction  
Pelvic Organ Prolapse (POP) is a common disease and often it is a multicompartmental disorder. A recent study 
predicted that, by the year 2050, 43.8 millions of women in the USA could be affected by at least one pelvic 
floor disorder [1]. The surgical treatment of POP ranges from traditional vaginal techniques to abdominal 
approach using mesh. The open mesh sacrocolpopexy is widely considered to be the gold standard technique for 
the repair of high grade POP [2] and the introduction of laparoscopy and then robotic surgery has provided a 
minimally invasive option to open pelvic surgery with similar outcomes [3]. These recent surgical options 
require in most cases general anesthesia and conventionally general anesthesia remains the choice for the 
majority of open abdominal surgical procedures [4]. Regional anesthesia is preferred only for patients who are at 
high risk using general anesthesia and for patient with a severe systemic disease [4]. Regard to treating women 
with POP and severe systemic disease it could be useful to use a multidisciplinary approach and to choose more 
traditional vaginal techniques using regional anesthesia [5]. We present a case of a woman with severe POP and 
with severer systemic disease treated with vaginal surgical approach under regional anesthesia.  
2. Case Report 
A 56-years-old Caucasian woman G1P001 presented to our hospital with a severe pelvic organ prolapse. She 
had last menstruation four years before. The patient was non-smoker and she had a BMI of 21 kg/m
2
. She 
denied drinking alcohol or using drugs. The main symptoms were sensation of vaginal pressure, constipation, 
dyspareunia and embarrassment during sexual activity. She didn’t refer stress or urge incontinence. The past 
medical history was very important. The patient had HIV infection, A3 clinical category according to CDC 
classification system and chronic hepatitis C with stage 3 liver fibrosis (F3) according to Metavir scoring 
system. She had also previous cholecystectomy, severe hypothyroidism and major depressive disorder, but the 
most important pathology was a previous ST Elevation Myocardial Infarction (STEMI) treated with 
percutaneous translumenal coronary angioplasty (PTCA) and plain old balloon angioplasty (POBA). 
Subsequently the patient had Non ST Elevation Myocardial Infarction (NSTEMI) managed with conservative 
treatment. At gynaecological assessment she had a defect of anterior, middle and posterior compartment, and 
according to Pelvic Organ Prolapse Quantification system (POP-Q) a stage IV was diagnosed (Figure 1). 
Bladder stress test and Bonney test were negative. Coloproctological visit confirmed fourth-degree rectocele. 
Ultrasound exam showed a 5 mm endometrial thickness and both normal ovaries. Diagnostic hysteroscopy and 
endometrial biopsy were performed and the histopatological exam showed atypical endometrial hyperplasia. 
The preoperative anesthesiological visit showed a class 3 American Society of Anesthesiologists physical status 
classification (ASA PS 3) and a multidisciplinary (gynaecologists, coloproctologists, cardiologists, 
infectivologists, anesthesiologists took part) evaluation of case was performed. The surergy proposed and then 
performed was vaginal hysterectomy with bilateral salpingo-oophorectomy, anterior and posterior vaginal wall 
repair, right sacrospinous ligament fixation. The operation was conducted during spinal anesthesia (Figure 2). 
The final histopatological exam confirmed the atypical endometrial hyperplasia and normal Fallopian tubes and 
ovaries. At three-months and six months follow-up visits the patient had not pelvic organ prolapse and she 
referred a significant improvement in sexual function and defecation.    
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Figure 1:  Pelvic Organ Prolapse 
 
Figure 2:  Final aspect after surgery 
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3.  Discussion 
POP is a very common pathology and it regards an increasing number of women. Its prevalence ranges from 
10% to 24% [6] and risk factors for this pathology are increased age, obesity, multiparity, previous hysterectomy 
[7-8]. The main symptoms of POP are urinary or fecal incontinence, constipation, dyspareunia, pelvic pain [7,9]. 
Vaginal hysterectomy associated with correction of anterior or posterior vaginal defects is a common procedure 
for correcting prolapse but vaginal vault prolapse is the main complication of this kind of surgery with an 
incidence of 11.6% [10]. For this reason it is often necessary to perform the vaginal vault suspension procedure 
during hysterectomy. McCall’s Culdoplasy or sacrospinous fixation can be performed with similar outcomes at 
the time of vaginal hysterectomy  to reduce the recurrence [11]. A recent Cochrane review stated that abdominal 
sacrocolpopexy should be considered the gold standard in the treatment of apical prolapse [2]. In a recent review 
it was found that long-term failures rates for abdominal sacrocolpopexy range from 0% to 26% [12]. Cochrane 
collaboration and National Institute for Clinical Excellence (NICE) recommended abdominal sacrocolpopexy as 
more effective procedure for apical prolapse and this procedure can be performed either open or using 
laparoscopic or robot assisted surgery with similar outcomes [13].  A similar surgical technique is the 
sacrocervicopexy and it can be performed after supracervical hysterectomy. This technique has a 91.8% success 
rate [10] and  it has similar long term failure rates compared to abdominal sacrocolpopexy [12]. These 
abdominal procedures should be performed under general aneshtesia and it could be a problem in high risk 
patients. There are no absolute contraindications to general anesthesia but there are many relative 
contraindications. The patient’s medical condition should be maximized preoperatively. For example, a patient 
with unstable angina should undergo cardiac catheterization or bypass prior to elective surgery [14]. For this 
reason the use of regional anesthesia reduce the incidence of some major complications as deep vein thrombosis, 
pulmonary embolism, myocardial infarction, respiratory depression, pneumonia, renal failure [15]. Another 
study conducted on 50 patients suggested that spinal anesthesia reduced duration of operation (1.93 hours vs 
1.95 hours) and amount of blood loss (250.34 ml vs 625.0 ml) compared to general anesthesia in patient that 
underwent vaginal hysterectomy [16]. At the same time the Cochrane Database Review noted that abdominal 
sacral colpopexy was associated with lower rates of recurrent apical prolapse and dyspareunia than vaginal 
sacrospinous fixation but these benefits were negatively  balanced from longer operative time and longer time to 
return to activities of daily living [2]. In a recent study, moreover, a recurrence of prolapse after vaginal 
hysterectomy and sacrospinous ligament fixation occured in approximately 25% within 5 years, and the need for 
repeat surgery was 17% [17]. In consideration of clinical history of the patient, the calculated time of operation, 
the advantages in this case of a spinal anesthesia and after a multidisciplinary evaluation of the case we decided 
to perform a vaginal hysterectomy with bilateral salpingo-oophorectomy, anterior and posterior vaginal wall 
repair, right sacrspinous ligament fixation. The duration of surgery was 90 minutes and the blood loss was 300 
ml. No recurrences were at six-months follow up, but a long term follow up could be necessary. In a recent 
study Singh and his colleagues showed that laparoscopic surgeries are feasible and safe under combined spinal 
and epidural anesthesia (of 50 patients only 2 had conversion to general anestshesia) but further larger 
randomized controlled trials are required [18]. An interesting recent study reviewed the outcome of vaginal 
hysterectomy and pelvic floor repair using local anesthesia (lidocaine infiltration) and supplementary analgesia 
(pentazocine injection) with 72.2% of patients satisfied for the technique [5]. However for this anesthetic option 
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a large, randomized and controlled study is recommended.  
4. Conclusions 
The role of surgical diagnosis in the choice of anesthetic technique is very important. A good multidisciplinary 
preoperative evaluation and perioperative close monitoring could minimize the potential risks in patient with 
severe systemic disease.  
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